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This visit was for a re-certification survey.
Facility Number: 006221

Survey Date: 4-7/10-14

Surveyors:

Jack |. Cohen, MHA

Medical Surveyor

Jennifer Hembree, RN
Public Health Nurse Surveyor

Indiana Endoscopy Centers is in compliance with
42 CFR 416.40 through CFR 416.49, Medicare
Conditions of Participation for Ambulatory Surgery
Centers.
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